pt. Health,

., & Welfore
$. Public

1lth Service

/. 5. 300 !

ev. 157

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

Doctor, coroner, efc. must use only standard nomenclature in item 18, No symptoms will be listed.

All diseases in Port | must be cousally related.

A.L. Spafford

ALED DEC 5- 1957

Registration District No.

THE DIVISION OF HEALTH OF MISSOUR)
STANDARD CERTIFICATE OF DEATH
1¥]

e
»

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If ins!ituﬁon:-Rcljde_nc_e b)efoze’
o. COUNTY a. STATE b. COUNTY admis sion
Jackson Mo JACKSON 7/
b. CE)TRY (lf outside corporota limits, give TOWNSHIP only) Inside Limits c. C:JTRY Inside Limits
. Y N .
TOWN Kansas Clty es q o ] .fg g{:TOWN Kansas Clty v Yed 3 Ne ]
c. FgLé'. NAM%OF {If NOT im hespital, give location) | Length of stay in 1b * d. S-{I-JT)EEE-IS-S : {If eutside, give location} Reside on Farm
HOSPITAL OR A
institution 3404 E, 9th. st. 17 yrs, ' 3404 E. 9th. st. | ve[] %]
3 NTAME OF DECEASED First Middle Last 4. DATE Month Day Year
{Type or print) OF
Miriam H. Kelley oearn Nov. 20, 1957
5. SEX Il 6 COLQR OR RACE 7 JARRIED NEVER MARRIED[ ] 8. DATE OF BIRTH 9. AIGE (i:-':;:;; :ir:ﬁen;;im ISJ::DER z:ﬁ:ns.
Female White wicoweb[#}  *oivorceo[J{ Sept. 26, 1884 T3 l l
10e. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR 11- BIRTHPLACE (City and state or country) 12. CITIZEN OF WHAT COUNTRY?
during most of working life, even if ratired) INDUSTRY
at home Mansfield Ohiag I S A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H'UéBANQ OR WIFE
~———— Horn Ada Baird Arthur B. Kelley
15, WAS DECEASED EVER IN U, 5. ARMED FORCES? 16. SO0CIAL SECURITY NO.| 17. INFORMANT Address
I (v..nr& -er unkmwn)l {If yos, give wor or dates of service) none Am;g. Balr_d 5840 McGee , K. C. , Mo.

18. CAUSE OF DEATH (Enter only one cavse pe;
PART 1. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE {a)

line for {a), (b), an

A

INTERVAL BETWEEN

OIlSET AND DEATH

Desoth eccurred ot

7

cuses stated.

Conditions, if any, DUE TO (b)
which gave rize to
sbove c¢ause {m), }
tatl th der-
z l‘yrnq“'cﬂu:owl'o:h DUE TO (c) ,q D k
o
= PART ll, OTHER SIGRIFICANT CONDITIONS CONTRIBUTING TO DEATH but not reloted 1o the termino! dizsease condition given in PART | {a) 19. WAS AUTOPSY
! PERFORMED?
L - YES[] NO E
5| 20a. ACCIDENT SUICIDE HOMICIDE ' | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of i!:l%.'l&)
w . il
8 o O O -
3 [ 20c. TIMEOF  Hewr Menth, Doy, Year
‘a INJURY a.m.
k3 p.m.
20d. INJURY OCCURRED . 20e. PLACE OF INJURY {e.g., inorabouthome,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE O form, foctory, street, ofiice bldg., eic.)
WORK AT WORK / N - 1 Ry )
21. | ottended the dececsed from , o ‘Z&“‘ and last 'suwi‘.:_‘aliu on » -~ b

{Degre

or title}

»

REMOYAL (Specily)
Burial

[/—22-37

23%. NAME OF CEMETERY OR CREMATORY

Mt Washington

m on the d_ula stoted above; and to the best ow kno*dge from thR
0 726, ;ZDRESS T 744 ,{%?(

22¢. DATE SIGNED
2wy
(State)

Mo.

23d. LOCATION

Kansas City

ity, town, of county)

24. FUNERAL DIRECTOR

Stine & McCliire

ADDRESS

K. C. Mo.

25, DATE RECD. BY LOCAL REG.

M -2-0 5T A

24. REGISTRAR'S SIGNATURE

*

d Embelmsr's § on Reverse Side)

w



" ~° STATEMENT BY LICENSED EMBALMER

. I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
by me,orby .. SR YOPPPRRPPR: “veeny Student Embalmer No............ooumeee.

working under my personal supervision.

N StUENt cverveerereeerreeresnrnes e e eeerren Signed %%’M

Signature of Student Embalmer -~

. ' B R . : Licensed Embalmer No....Z/. % T 0.
.o | P. 0. Addres¥).eme? %2, ot

- ¥ )
R " Noté: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Fallu
to comply with the above constitutes grounds for revocation of license).

If embaimed by a STUDENT, he also shall sign in his OWN handwnnng -
If this'body is not embalmed, fact should be so stated above.




